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Abstract
Introduction: The World Health Organization targets for hepatitis C virus (HCV) elimination include a 90% reduction in new
infections by 2030. Our objective is to review the modelling evidence and cost data surrounding feasibility of HCV elimination
among people living with HIV (PLWH), and identify likely components for elimination. We also discuss the real-world experi-
ence of HCV direct acting antiviral (DAA) scale-up and elimination efforts in the Netherlands.
Methods: We review modelling evidence of what intervention scale-up is required to achieve WHO HCV elimination targets
among HIV-infected (HIV+) people who inject drugs (PWID) and men who have sex with men (MSM), review cost-effective-
ness of HCV therapy among PLWH and discuss economic implications of elimination. We additionally use the real-world expe-
rience of DAA scale-up in the Netherlands to illustrate the promise and potential challenges of HCV elimination strategies in
MSM. Finally, we summarize key components of the HCV elimination response among PWLH.
Results and discussion: Modelling indicates HCV elimination among HIV+ MSM and PWID is potentially achievable but
requires combination treatment and either harm reduction or behavioural risk reductions. Preliminary modelling indicates elim-
ination among HIV+ PWID will require elimination efforts among PWID more broadly. Treatment for PLWH and high-risk pop-
ulations (PWID and MSM) is cost-effective in high-income countries, but costs of DAAs remain a barrier to scale-up
worldwide despite the potential low production price ($50 per 12 week course). In the Netherlands, universal DAA availability
led to rapid uptake among HIV+ MSM in 2015/16, and a 50% reduction in acute HCV incidence among HIV+ MSM from
2014 to 2016 was observed. In addition to HCV treatment, elimination among PLWH globally also likely requires regular HCV
testing, development of low-cost accurate HCV diagnostics, reduced costs of DAA therapy, broad treatment access without
restrictions, close monitoring for HCV reinfection and retreatment, and harm reduction and/or behavioural interventions.
Conclusions: Achieving WHO HCV Elimination targets is potentially achievable among HIV-infected populations. Among HIV+
PWID, it likely requires HCV treatment scale-up combined with harm reduction for both HIV+ and HIV- populations. Among
HIV+ MSM, elimination likely requires both HCV treatment and behaviour risk reduction among the HIV+ MSM population,
the latter of which to date has not been observed. Lower HCV diagnostic and treatment costs will be key to ensuring scale-up
of HCV testing and treatment without restriction, enabling elimination.
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1 | INTRODUCTION
Viral hepatitis was the seventh leading cause of death world-
wide in 2013, increasing from the tenth leading cause in 2010
[1]. The vast majority of morbidity and mortality attributable
to viral hepatitis is due to hepatitis C virus (HCV) and hepati-
tis B Virus (HBV). In response to this increasing public health
challenge, the World Health Organization recently released
targets for HBV and HCV elimination by 2030 (see Table 1)
[2]. Elimination is traditionally defined as a reduction to zero
in the incidence of disease in a specific population or geo-
graphical location, with continued prevention efforts required
to prevent the re-establishment of transmission [3]. Given this
strict definition of elimination would require substantial eco-
nomic and political resources and could be unattainable in
most settings, the goal of “elimination” is often flexibly defined.
The recent WHO elimination “as a public health threat” tar-
gets are comprised of a 90% relative reduction in new infec-
tions and a 65% relative reduction in hepatitis-related
mortality by 2030.
Hence, to achieve the WHO incidence elimination targets,
efforts must focus on both prevention of disease and preven-
tion of transmission. The advent of highly effective HCV direct
acting antiviral (DAA) therapy, with sustained viral response
(SVR) exceeding 90% in both HCV monoinfected and HIV/
HCV coinfected populations [4-8] has renewed optimism that
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substantial reductions or elimination of end stage liver disease
and HCV-related mortality is a possibility. The widespread use
of HIV antiretroviral treatment for prevention has also led to
speculation that HCV treatment could also be used for pre-
vention. In addition, among people who inject drugs (PWID), a
key risk group for HCV, harm reduction interventions such as
opiate substitution therapy (OST) and needle and syringe pro-
grams (NSP) have been the traditional backbone of HCV pre-
vention. A recent Cochrane systematic review [9] found that
OST reduces risk of HCV acquisition by 50% (risk ratio 0.50
95% CI 0.40 to 0.63) and combined with high coverage of
NSP results in a 71% reduction in the risk of HCV acquisition
(Risk Ratio = 0.29 95% CI = 0.13 to 0.65).
The WHO strategy does not include discussion relating to
elimination of viral hepatitis among HIV-infected populations
specifically. Yet, because of the shared transmission routes
many people living with HIV (PLWH) are coinfected with viral
hepatitis. Globally, approximately 6.2% (3.4% to 11.9%) of
PLWH are coinfected with HCV, equating to approximately
2.28 million (IQR 1.27 to 4.42) HIV/HCV coinfected individu-
als [10]. Indeed, PLWH are six times more likely to be infected
with HCV compared to those not infected with HIV. The bur-
den of HIV-HCV coinfection is particularly high among high-
risk groups such as men who have sex with men (MSM) and
PWID. Among HIV-infected individuals worldwide, it has been
estimated that 2.4% (IQR 0.8 to 5.8) are coinfected with HCV
within general population samples, yet this rises to 6.4% (3.2
to 10.0) in MSM, and 82.4% (55.2 to 88.5) in PWID [10].
As such, to achieve the WHO HCV elimination incidence
reduction target among PWLH it is crucial to tackle transmis-
sion among HIV-infected MSM and PWID. However, although
the prevention interventions required to eliminate HCV
globally will be equally applicable to coinfected populations,
the intervention level required and targeting may be different
based on specific epidemic characteristics.
The objective of this paper is to review the modelling and
cost evidence surrounding feasibility of HCV elimination
among HIV-infected (HIV+) key populations such as MSM and
PWID and identify the likely components required for HCV
elimination among PLWH. We use the real world experience
of HCV DAA scale-up in the Netherlands through the Dutch
Acute HCV in HIV Studies to illustrate the promise and
potential challenges of HCV elimination strategies in a key
population (MSM).
2 | METHODS
This analysis is comprised of four parts: (i) A review of the
theoretical mathematical modelling literature examining what
prevention and treatment scale-up is required for HCV elimi-
nation among HIV-infected PWID and HIV-infected MSM pop-
ulations. (ii) A review of the cost-effectiveness of HCV
treatment for HIV-infected populations and discussion of cost
considerations for elimination. (iii) A discussion of the real-
world experience of HCV DAA scale-up among HIV+ MSM in
the Netherlands (iv) A summary of probable and possible com-
ponents of the HCV elimination response among PWLH.
3 | RESULTS AND DISCUSSION
3.1 | Modelling the scale-up needed for HCV
elimination among HIV-infected populations
3.1.1 | HIV-infected PWID
Numerous burden of disease models have shown that existing
or modestly increased levels of treatment targeted at individu-
als with more advanced liver disease can achieve the WHO
HCV mortality target (65% reduction by 2030) in a variety of
global settings. For example, a regional European Union model
showed that HCV treatment only need to increase from
150,000 patients in 2015 to 187,000 patients in 2025 to
achieve the mortality elimination target [11]. A separate multi-
country analysis including some resource limited settings
found that achieving the WHO HCV mortality target in Hun-
gary, Indonesia, Lebanon, Pakistan and Romania is unlikely to
be achieved with existing screening/treatment programs, but
could be achieved with scaled-up screening and treatment
[12]. These models of disease progression are particularly
valuable in identifying the level and targeting of treatment
required to reduce HCV mortality, but because they do not
mechanistically incorporate disease transmission are unable to
shed light on what is required to achieve the WHO incidence
elimination target.
A wide body of literature since 2011 has utilized epidemic
modelling to explore what level of prevention scale-up could
result in control and elimination among PWID, and whether
HCV treatment could be used for prevention. Several initial
modelling studies in the UK and general PWID populations of
varying prevalences have indicated that harm reduction alone
is unlikely to achieve HCV elimination among PWID popula-
tions [13,14]. Subsequent studies have explored the potential
Table 1. WHO hepatitis elimination goals: impact and service
coverage targets [2]
WHO TARGET BY 2030
Impact Targets
Incidence: New cases of
chronic HBV and HCV
90% relative reduction
Mortality: HBV and HCV deaths 65% relative reduction
Service Coverage Targets
HBV childhood vaccination coverage 90%
HBV birth dose vaccination coverage
or other PMTCT initiative
90%
Screening of blood donations 100%
Safe injections: % of injections
administered with safety engineered
devices in and out of health facilities
90%
Harm reduction: number of sterile
needles and syringes provided per
person who inject drugs per year
300
HBV and HCV diagnosis 90%
HBV and HCV treatment 80% of persons with
chronic infection treated
PMTCT, prevention of mother to child transmission.
Martin NK et al. Journal of the International AIDS Society 2018, 21(S2):e25062
http://onlinelibrary.wiley.com/doi/10.1002/jia2.25062/full | https://doi.org/10.1002/jia2.25062
52
of HCV treatment as prevention among PWID populations in
a range of settings including North America, Europe, Asia and
Australia [13,15-20]. Broadly speaking, these studies have
generally found that scale up of HCV treatment to rates to
below 100 per 1000 PWID annually, particularly in combina-
tion with harm reduction [13,16,21], can reduce HCV inci-
dence by 90% by 2030 across a wide range of settings.
Results have been consistent between high and low income
settings examined, such as Vietnam [20].
In addition, modelling studies have pointed to several key
additional elements which are required for achieving elimina-
tion among PWID: One Australian study highlighted the need
for enhanced HCV screening among PWID in order to sustain
HCV treatment rates required for elimination, a situation
which is likely applicable to many global settings [22]. In addi-
tion, a modelling study in the rural U.S. emphasized the impor-
tance of retreatment of reinfection in achieving elimination
targets [21]. As such, elimination strategies likely require regu-
lar testing [22], HCV treatment [13,15-20], harm reduction
[13,16,21] and retreatment of reinfections [21].
Despite several studies modelling HIV and HCV coinfection
transmission among PWID [23,24], to our knowledge as of
2017 no published study has explored what is required for
HCV elimination among HIV-infected PWID in particular. Pre-
liminary modelling presented at a recent international confer-
ence indicated that HCV treatment targeted at HIV-infected
PWID in Andalusia, Spain would not achieve elimination
among this population due to continued risk of HCV transmis-
sion from HIV-negative PWID populations [25]. Therefore,
more generally, because the burden of HCV is high among
HIV-uninfected PWID populations, and as HIV-infected PWID
populations are likely to mix with HIV-uninfected PWID popu-
lations, elimination among HIV-infected PWID is probably only
achievable if combination HCV prevention efforts are targeted
both HIV+ and HIV- PWID populations.
3.1.2 | HIV-infected MSM
An HCV epidemic among HIV-infected MSM has been
observed in the United States, Western Europe, Australia, Tai-
wan, Hong Kong and Japan, with HCV incidence and preva-
lence among HIV-infected MSM substantially higher than the
HIV-uninfected MSM population [26,27]. A growing number
of modelling studies since 2015 have explored what level of
intervention (treatment and/or risk reduction) is required to
eliminate HCV among HIV-infected MSM populations [28-31].
To date, these studies have focused exclusively on Western
European settings (UK, Switzerland, Berlin and the Nether-
lands), and no studies have explored resource limited settings,
in part because of the lack of epidemiological data on HCV
epidemics among HIV+ MSM in these settings. However, the
specific epidemic characteristics between the modelled set-
tings has varied. One unifying characteristic is the relatively
low rates of primary incidence among HIV+ MSM (1 to 2 per
100 person-years [26,32]) compared to PWID populations but
high rates of reinfection (2 to 10 fold that of primary inci-
dence [33-35]). Together these could pose a challenge for
elimination efforts, where a relative reduction in 90% would
translate to very low targets (0.1 to 0.2/100 person-years)
which could be particularly hampered by high rates of reinfec-
tion. Nevertheless, the absolute numbers of HCV-HIV
coinfected MSM are small, most diagnosed HIV+ MSM are
linked to care in high-income settings where HCV epidemics
among HIV+ MSM have been documented [36-38] so HCV
elimination may be particularly feasible in this group.
As with PWID, modelling indicates the level of intervention
required among HIV+ MSM to achieve the WHO elimination
targets varies by epidemiological setting, particularly given
substantial variation in incidence trends. For example, among
HIV+ MSM incidence of HCV over the past decade has
remained relatively stable in the UK and the Netherlands. In
the UK, a modelling study indicated that scaled-up rates of
DAA therapy (from 46% to 80% treated within a year of diag-
nosis and from 7%/year to 20%/year thereafter) could reduce
incidence among HIV+ MSM over 60% by 2030, but could
not meet elimination targets [28]. Elimination targets could be
reached when all those diagnosed receive treatment within
1 year of diagnosis, or if treatment scale-up is combined with
a behavioural risk reduction [25].
In contrast, HCV incidence among HIV+ MSM has steadily
increased over the past decade in Switzerland and Germany.
In Switzerland, this has occurred alongside an increase in self-
reported risk behaviour (unprotected anal intercourse). A
recent modelling study in Switzerland projected that if these
trends continue, elimination (or even reductions in HCV inci-
dence) could not be achieved through HCV treatment alone,
and requires additional reduction in high-risk behaviour (per-
haps through behavioural interventions) [29]. Preliminary mod-
elling in Berlin supports the Swiss findings. Germany is a
unique setting in that universal access for DAAs has been
available since 2014, and as such relatively high-treatment
rates (>80% HIV+ MSM treated after their acute diagnosis)
have been achieved. However, the continued increase in HCV
incidence among HIV+ MSM in Berlin and Germany overall
(from 0.33/100 person-years in 1996 to 1999 to 2.28/
100 person-years in 2008 to 2012 in Germany [39]) and high
levels of reinfection (7 to 8 per 100 person-years [33]) mean
that elimination by 2030 likely requires both further scale-up
of HCV treatment and reductions in high-risk behaviour [31].
Finally, preliminary modelling in the Netherlands indicated
immediate treatment of all diagnosed HIV+ MSM with DAAs
could only result in moderate reductions in HCV incidence
among HIV+ MSM (approximately 30% within 15 years), but
not reach WHO elimination targets [30]. However, the real-
world observation of a halving of HCV incidence among HIV+
MSM from 2014 to 2016 with expansion of DAA therapy as
described below has raised excitement about the potential for
elimination via treatment as prevention among HIV+ MSM in
the Netherlands, described later in this paper.
3.2 | Cost and cost-effectiveness implications of
HCV testing and treatment scale-up for elimination
among HIV-infected populations
There is a wide body of evidence that HCV treatment is cost-
effective for HIV-infected populations, including HIV+ MSM
with a risk of reinfection, [40-44] in high-income settings such
as the United States and the UK. In addition, as mentioned
previously, achieving HCV elimination among key risk groups
such as HIV+ PWID, may require targeting the broader PWID
population. Numerous economic evaluations have shown that
HCV treatment is cost-effective for PWID populations in high-
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income settings [45-53] despite the potential risk of reinfec-
tion and higher mortality rates among PWID populations.
Indeed, economic evaluations indicate treating PWID with an
ongoing risk of transmission may accrue substantial economic
benefits through prevention of transmission. In addition, an
economic analysis in Australia found that HCV treatment
scale-up to achieve the WHO targets among PWID was cost-
effective [15]. Unfortunately, no cost-effectiveness studies for
HIV-infected populations or PWID have been performed in
resource limited settings. However, economic analyses have
shown that DAA therapy for the general population is cost-
effective India [54] and Egypt [55,56] where generic or low
cost DAAs are available.
Despite the evidence HCV treatment is cost-effective, the
high costs of HCV treatment [57] (>$75,000 per 12 week
treatment course for sofosbuvir+daclatasvir in the US and
UK) remain a major barrier to HCV treatment scale-up. Prices
vary widely depending on country and income status [57], and
prices of innovator and generic medicines have fallen, but nev-
ertheless remain prohibitively high for widespread scale-up in
developed and developing countries alike.
Unfortunately, the high costs of HCV treatment have so far
resulted in prioritization of HCV therapy (or restrictions on
insurance reimbursement) even in developed countries
[58,59]. In these settings, patients with more advanced liver
disease and those coinfected with HIV have traditionally been
prioritized for early treatment. Although this type of strategy
will be effective in preventing HCV-related morbidity and
mortality among PWLH, it undermines elimination efforts as
PLWH will remain at risk of being infected or reinfected with
HCV from individuals who remain untreated and are at risk of
transmitting. For example, PWID with a risk of transmission
tend to be younger with less advanced liver disease, and
therefore prioritization strategies targeting individuals with
advanced liver disease may fail to prevent the substantial
amount of transmission from this group [60]. This is despite
economic assessments indicating that treatment scale-up
among PWID at or below the level required for elimination is
cost-effective in settings like Australia, the UK and Nether-
lands [15,60,61]. In addition, models indicate early treatment
for PWID is cost-effective compared to delay until cirrhosis,
and may be more cost-effective than early treatment for
those with no ongoing risk in settings with low-moderate (20/
40%) HCV prevalence among PWID due to substantial pre-
vention benefits of early treatment of PWID [60]. Unfortu-
nately, no economic evaluations have assessed whether
scaled-up treatment to achieve HCV elimination among PWID
is cost-effective in resource-limited settings.
However, although HCV therapy is likely cost-effective, the
high costs per treatment results in a substantial budgetary
impact in countries with a large HCV infected populations.
This has resulted in HCV treatment restrictions even in
resource rich countries in the U.S. and Europe [58,59]. Indeed,
HCV treatment coverage is still low globally [62]. A recent
analysis estimated that the percentage of people with HCV
who were treated with DAAs in 2016 ranged from 8.1% in
North America and North Africa/Middle East to 0.1% in sub-
Saharan Africa [63]. Among 91 countries analyzed, 47 coun-
tries had more new HCV infections than individuals who
achieved cure through HCV treatment in 2016 [63], indicating
that these countries are failing to turn off the tap of new
infections with treatment. Nevertheless, some countries are
achieving very high-treatment rates among specific sub-popu-
lations, such as among HIV+ MSM in the Netherlands, dis-
cussed in the next section.
Promisingly, HCV DAA therapies could be produced as
generics at a fraction of the current costs [64], particularly
from within a country such as India due to its sizeable generic
industry and low production costs. A recent analysis estimated
the costs of generic HCV DAA production based on the costs
of their active pharmaceutical ingredients. This analysis found
that the combination treatment sofosbuvir and daclatasvir has
an estimated generic cost of $50 to 72 per 12-week course
with a 10% to 50% profit margin (Hill A, unpublished results).
In addition, even the costs of HCV diagnosis and monitoring
remain prohibitive in many developing countries [65]. For
example, in India, generic HCV treatments are available for at
or below $300 per treatment course, yet HCV antibody and
RNA testing costs an estimated $17 and $108, respectively
[66]. In addition, with current treatment monitoring as sug-
gested by the Indian national guidelines [67] (every 4 weeks
with RNA tests at week 0, 12, and SVR12) the cost of treat-
ment delivery could easily far exceed that of HCV treatment.
Finally, in many settings additional financing will be required
to build the capacity of health services for diagnosis and treat-
ment of HCV. However, the economic implications of this
health systems strengthening (in terms of increased personnel,
training, infrastructure, etc.) has not been estimated. It is pos-
sible that integration of HCV testing and treatment within
HIV services will prove to be an effective and cost-effective
approach [68,69].
3.3 | HCV elimination among HIV-infected MSM in
the real world: Dutch experience
In the Netherlands, surveillance data indicate that among
PLWH, the vast majority of acute HCV infection diagnoses
occur among MSM [70]. In this section, we detail the Dutch
experience of HCV direct-acting antiviral (DAA) scale-up and
impact on acute HCV incidence and HCV prevalence among
HIV+ MSM.
HIV and HCV care is well-organized in the Netherlands. All
patients diagnosed with HIV are cared for by a team of infec-
tious diseases physicians and specially trained HIV nurses in
26 treatment centres spread across the country. Screening for
chronic HCV is universal at entry into HIV care and more
than 99% of the HIV-infected patients in care in the Nether-
lands have been tested for HCV at least once [71]. Screening
for incident HCV infections in MSM is performed by testing
ALT (followed by HCV testing when a new ALT elevation is
observed) twice a year. HCV/HIV coinfected MSM visit the
HIV outpatient clinic at least twice a year. HCV infections can
be treated by the infectious diseases physician so no referral
to a hepatologist is needed. Facilitated by specially trained on-
site data collectors, detailed clinical and laboratory data from
consenting patients (98%) are registered in a central database,
comprising the AIDS Therapy Evaluation in the Netherlands
(ATHENA) cohort. In addition, two prospective acute HCV
treatment studies among HIV+ individuals have occurred
(Dutch Acute HCV in HIV Studies, DAHHS1 (from 2013 to
2014) and DAHHS2 (2016-ongoing)) [72,73] in 17 centres
providing care for 75% of the Dutch HIV+ MSM population.
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In the Netherlands, DAAs were available from September
2014 for HCV-infected patients with significant liver fibrosis
or cirrhosis, and October 2015 regardless of fibrosis stage.
This led to a very rapid uptake of HCV therapy among HIV+
MSM in the ATHENA cohort, with 79% attaining SVR just
14 months after restrictions were lifted [74] and a substantial
decrease in the pool of HCV RNA positive HIV-infected MSM
in care in the Netherlands. Indeed, while in 2015 4.1% (450
of 11070) of the HIV+ MSM in care were HCV RNA+, this
decreased to 1.5% (176 of 11749) by the end of 2016. As of
May 2017, less than 150 HCV infected HIV+ MSM remain to
be treated. With only 1.5% of the HIV+ MSM population cur-
rently remaining HCV infected, HCV elimination may become
a reality. However, the residual group of infected patients is
likely a more difficult to reach sub-group, and the risk of rein-
fection among HIV-positive MSM is high [33,34,75,76].
The data described above demonstrate that a very rapid
decline in the prevalence of HCV can be achieved in a well-
organized healthcare system of a resource rich country.
However, to achieve HCV elimination according to the WHO
targets, the incidence of new HCV infections needs to
decrease by 90% by 2030 [2]. We obtained data from the
DAHHS studies to compare the incidence of acute HCV infec-
tions in the first year after universal DAA availability (2016)
with the last year before DAA became available (2014). From
2014 to 2016, a 51% decrease in acute HCV infections was
observed [77]. Furthermore, this decrease contrasted with a
significant increase in the percentage of positive syphilis
(+2.2%) and gonorrhoea (+2.85%) tests in HIV-positive MSM
observed at STD clinics across the country [78-80], indicating
that the reduction in HCV was unlikely to be due to beha-
vioural risk reduction.
While the substantial reduction in HCV incidence among
HIV+ MSM observed after widespread scale-up of HCV treat-
ment in the Netherlands is reason for optimism, an observa-
tional study cannot prove a causal relationship. Further
modelling work will be required to disentangle the estimated
impact of HCV treatment as prevention initiatives among
HIV+ MSM in the Netherlands, and coverage required for
elimination. We consider it unlikely that HCV treatment as
prevention alone will result in a 90% reduction in the inci-
dence of HCV (the WHO target) among HIV+ MSM in the
Netherlands, and discuss additional steps likely required in the
following section. Indeed, no further decline in the HCV inci-
dence has been observed in 2017 so far [81]. In addition, we
note that the Dutch experience is a specific example within a
resource-rich country with well-coordinated HIV and HCV
care. Whether the experience in the Netherlands will translate
to other resource-limited settings requires further study.
3.4 | Probable and possible components required
to achieve HCV elimination among PLWH
In summary, despite the promise of HCV elimination using
HCV treatment as prevention from both theoretical modelling
studies and real-world observations in the Netherlands,
numerous probable and possible barriers exist which could
hamper HCV elimination efforts among PLWH (Table 2). As
such, the following components are likely an important part of
the HCV elimination response among PWLH (based on proba-
ble barriers):
1 Regular HCV testing of high-risk populations, both HIV+
and HIV-: Among HIV+ PWID, modelling indicates that
elimination likely requires elimination efforts among the
broader PWID population [25], yet worldwide an estimated
80% of HCV-infected individuals remain undiagnosed [62],
a situation which may be worse among PWID. For example,
in India only an estimated 5% of HCV-infected PWID are
diagnosed [82]. Consequently, the treatment scale-up
required for elimination among PWID likely requires
enhanced testing among both HIV+ and HIV- PWID [22].
Among HIV+ MSM, modelling indicates that regular testing
of HIV+ MSM is also likely required for elimination. Testing
of other MSM populations is described below under possi-
ble barriers.
2 Development of low cost, simple, reliable and accurate
HCV diagnostics. Even in low-income countries with low
cost DAAs, the price of HCV diagnostics remains a barrier
[65]. In addition, the currently available diagnostic products
are complex, many which require a cold chain and/or show
poor accuracy among HIV-infected individuals [83].
3 Reduced costs for DAA treatment. Despite the availability
of generic and low-cost DAAs in some resource limited set-
tings, costs of DAA therapy in the vast majority of coun-
tries remains a barrier to widespread scale-up of HCV
treatment [57,84,85]. Greater market transparency and
price negotiations are required [84].
4 Broad access to HCV treatment without restrictions: Mod-
elling studies indicate that restricting treatment for those
with more advanced fibrosis and/or by drug use status, as
is occurring in many settings [58,59], will likely have limited
impact on preventing transmission among PWID popula-
tions [86], the vast majority who are younger with less
advanced disease. In settings where HCV epidemics are
predominantly PWID-driven, broad access to HCV treat-
ment regardless of disease stage is therefore required for
HCV elimination. Even in settings with substantial general
population transmission, it is likely that restricting treat-
ment for more advanced disease stages will mean that sub-
stantially more treatments are required to achieve
elimination [87].
5 Close monitoring for reinfection and retreatment of rein-
fections: Treating those at risk of transmission, the target
group for HCV treatment as prevention efforts, will result
in reinfections. Among PWID, lower rates of reinfection
compared to primary infection were reported in the IFN-
era [88], and reinfection rates among PWID on OST in
DAA trials have been low (<3 per 100 person-years) [89].
However, modelling in a rural expanding epidemic setting in
the United States indicates achieving the WHO elimination
incidence target among PWID requires retreatment of
reinfections [21]. Among HIV+ MSM, European studies
indicate high incidence of HCV reinfection in HIV+ MSM (2
to 10 fold that of primary infection rates) in both the IFN-
era [33,34,76] and DAA era [75]. As modelling studies have
shown that more frequent testing for HCV and earlier initi-
ation of HCV treatment could reduce the HCV epidemic
among HIV-positive MSM [31,90] and given that those
previously infected with HCV are a particularly high risk
sub-population for transmission, reducing the time from
reinfection to retreatment is important. This could be
achieved by increasing the frequency of HCV reinfection
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screening and may require out of the box diagnostic strate-
gies like a home-based diagnostic approach in which the
patient collects dried blot spots that are sent to the lab for
HCV RNA or antigen testing.
6 Harm reduction and other behavioural interventions to pre-
vent infection/reinfection: Despite the importance of harm
reduction such as OST and needle and syringe programs
for preventing HCV infection among PWID [9], access to
these interventions in many settings is poor, particularly in
many resource limited settings [91]. Scale-up of harm
reduction, as recommended by the WHO [2], is crucial. In
addition, among HIV+ MSM, effective behavioural interven-
tions to prevent HCV infection are urgently required, as
modelling from several settings indicates elimination of
HCV in this population without effective behavioural inter-
vention will be unlikely [28,29,31]. Unfortunately, there is a
lack of robust evidence surrounding the efficacy of beha-
vioural change interventions targeting HCV risk among
HIV+ MSM. It is possible that some interventions devel-
oped to prevent HIV transmission among MSM may also
be effective against HCV, particularly those targeting
unprotected anal intercourse [29,92]. There is an emerging
body of literature examining the development of educa-
tional and counselling interventions targeted at MSM who
engage in ChemSex [93-95], which may reduce the risk of
acquiring HCV among this population. Further research is
needed examining the development, acceptability, and effi-
cacy of culturally sensitive behavioural change interventions
for preventing HCV infection.
In addition, the following items would address possible barri-
ers to elimination and therefore may be required for elimina-
tion among PWLH. We note that further evidence is required
to support whether these items are necessary components of
an elimination response:
1 Testing among HIV-negative MSM receiving HIV pre-expo-
sure prophylaxis (PrEP): There is growing evidence of HCV
infection among HIV-negative MSM receiving PrEP, a
group which could contribute to HCV transmission to
HIV+ MSM. In Amsterdam, the prevalence of chronic HCV
among HIV-negative MSM in a PrEP implementation pro-
gramme was 4% (15/375), comparable to the prevalence
of 4.2% in HIV+ MSM [96]. In Antwerp, Belgium, HCV
prevalence among HIV-negative MSM at the start of a
PrEP project was 2%, and several new HCV infections
were diagnosed during follow-up in these PrEP users (Rijn-
ders B, personal communication). The extent to which HIV-
negative MSM (particularly on PrEP) contribute or will
contribute to the HCV epidemic among HIV+ MSM in
unclear, but increased epidemiological surveillance will shed
light on the burden of disease in this group and help
understand their potential importance to the HIV+ MSM
epidemic.
2 Coordinated multi-country prevention and treatment effort:
Among HIV+ PWID, the contribution of cross-border trans-
mission and import/export of infections to the epidemic is
unclear. Among HIV+ MSM, the highly connected nature of
the HCV epidemic among HIV+ MSM in Western Europe
and frequent travel of MSM between European cities has
been documented [97,98]. Therefore, at least in Europe,
local elimination of HCV among HIV+ MSM may require
coordinated multi-country efforts.
3 Licensing for treatment in the acute stage: Currently none
of the approved DAA regimens are licensed for the treat-
ment of acute HCV. Depending on the regional legisla-
tions, this may result in a compulsory “wait for
documented chronicity” policy and thus increase the dura-
tion of time for onwards HCV transmissions to occur. HIV
modelling studies have highlighted the importance of the
acute HIV stage on the HIV epidemic [99]. However, the
importance of acute HCV infection in relation to the HCV
epidemic among PLWH is unclear and further research is
needed to determine to what degree and in what popula-
tions early treatment is required for achieving elimination
targets.
4 Monitor if transmission of HCV clones with acquired DAA
resistance occurs: It was recently shown that the HCV
Q80K polymorphism, associated with DAA resistance, is
frequently detected and transmitted among HIV+ MSM in
the Netherlands [100]. As relapse with documented DAA
resistance is rare, the chance of a patient developing and
transmitting acquired DAA resistance is theoretically small
and as far as we know has only been described in the con-
text of treatment with a first generation protease inhibitor
[101]. As such, further research is needed to ascertain the
importance of resistance in the DAA era.
4 | CONCLUSIONS
Both theoretical modelling studies and emerging real world
evidence from the Netherlands indicate that HCV elimination
among HIV-infected key populations such as MSM and
PWID is potentially achievable. Due to a number of factors,
elimination of HCV among HIV+ MSM may be complex; and
require both high coverage HCV treatment and behavioural
Table 2. Barriers to HCV elimination among PLWH
Probable barriers to HCV elimination among PLWH:
 Low levels of diagnosis in many settings and risk populations [62]
 Lack of availability of low cost, simple, reliable and accurate HCV
diagnostics for LMIC settings [65,83]
 High costs of DAA treatment [57]
 Restrictions on DAA accessibility by fibrosis stage and drug use
status [58,59]
 Low levels of harm reduction availability for PWID in many
settings [91]
 High reinfection incidence among HIV+ MSM [33,34,75,76]
 Lack of evidence-based interventions to reduce HCV infection
among HIV+ MSM
Possible additional barriers:
 Transmission of HCV from HIV uninfected MSM, such as those
on PrEP
 Spread of HCV clones with acquired DAA resistance [100]
 Lack of licensing for HCV treatment in the acute stage
 Cross border transmission of HCV, particularly among HIV+ MSM
[97,98] and between countries with different levels of DAA
availability
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interventions. Elimination among HIV+ PWID will likely
require elimination efforts among PWID more broadly. In
addition to HCV treatment as prevention initiatives, elimina-
tion among PLWH also likely requires regular HCV testing,
development of low-cost accurate HCV diagnostics, reduced
costs of DAA therapy, broad treatment access without
restrictions, close monitoring for HCV reinfection and
retreatment, and harm reduction and/or behavioural inter-
ventions.
Finally, we note that the vast majority of existing research
is limited to high-income settings, and more research is
required relating to HCV elimination among PLWH in
resource limited settings. For example, more modelling work
is needed to assess what scale-up is required for HCV elimi-
nation among PLWH populations in resource- limited settings
where transmission routes may vary and the HCV epidemics
among HIV-infected populations may differ. Many developing
countries have high burdens of injecting drug use as well as
high HCV among HIV-infected PWID [10,102]. Yet, their risks
may be different from high-income settings. For example, an
increasing number of analyses are focusing on HCV elimina-
tion among the general population in low or middle-income
country settings such as Georgia and Pakistan [87,103], which
have shown that even in settings with high numbers of PWID,
transmission may be highly disseminated, with PWID experi-
encing risk both from injecting drug use and the broader
community through iatrogenic transmission. Hence, the
requirements for elimination in these settings where PWID
experience multiple risks may be different than in other set-
tings. In addition, data are lacking on HCV among MSM in
resource-limited settings, and as such the magnitude of the
problem and requirements for elimination are unclear. In addi-
tion to differences in epidemic characteristics, clearly eco-
nomic considerations across resource-limited countries will
vary substantially, and as such the requirements for achieving
HCV elimination among PWLH in these resource limited set-
tings requires further study.
AUTHORS ’ AFF I L IAT IONS
1Division of Global Public Health, University of California, San Diego, CA, USA;
2School of Social and Community Medicine, University of Bristol, Bristol, United
Kingdom; 3Department of Internal Medicine, Division of Infectious Diseases,
Erasmus MC University Medical Center, Rotterdam, the Netherlands; 4Depart-
ment of Translational Medicine, University of Liverpool, Liverpool, United King-
dom; 5Department of Medical Microbiology and Infectious Diseases, Erasmus
MC University Medical Center, Rotterdam, the Netherlands
FUNDING
NKM is supported by the National Institute for Drug Abuse (grant number R01
DA037773-01A1) and the University of California San Diego Center for AIDS
Research (CFAR), a National Institute of Health (NIH) funded programme (grant
number P30 AI036214) which is supported by the following NIH Institutes and
Centers: NIAID, NCI, NIMH, NIDA, NICHD, NHLBI, NIA NIGMS and NIDDK.
The views expressed are those of the authors and not necessarily those of the
National Institutes of Health.
DISCLA IMER
NM has received unrestricted research grants from Gilead unrelated to this
work and honoraria from Merck, Gilead and AbbVie. BJAR has received
research grants from MSD related to this work, from Gilead unrelated to this
work, travel grants from ViiV, Gilead, MSD, BMS, Janssen-Cilag, Pfizer and
honoraria from MSD, BMS, Pfizer, Gilead, Janssen-Cilag, ViiV and GL-pharma-
ceuticals. AB and AH have nothing to declare.
REFERENCES
1. Stanaway JD, Flaxman AD, Naghavi M, Fitzmaurice C, Vos T, Abubakar I,
et al. The global burden of viral hepatitis from 1990 to 2013: findings from the
Global Burden of Disease Study 2013. Lancet. 388(10049):1081–8.
2. World Health Organization. Global health sector strategy on viral hepatitis,
2016-2021. 2016.
3. Dowdle WR. The principles of disease elimination and eradication. MMWR.
1999;48:23–7.
4. Wyles D, Br€au N, Kottilil S, Daar ES, Ruane P, Workowski K, et al. Sofosbuvir
and velpatasvir for the treatment of HCV in patients coinfected with HIV-1: an
open-label, phase 3 study. Clin Infect Dis. 2017;65:6–12.
5. Wyles DL, Ruane PJ, Sulkowski MS, Dieterich D, Luetkemeyer A, Morgan TR,
et al. Daclatasvir plus sofosbuvir for HCV in patients coinfected with HIV-1. N
Engl J Med. 2015;373(8):714–25.
6. Sulkowski MS, Eron JJ, Wyles D, Trinh R, Lalezari J, Wang C, et al. Ombitas-
vir, paritaprevir co-dosed with ritonavir, dasabuvir, and ribavirin for hepatitis C
in patients co-infected with HIV-1: a randomized trial. JAMA. 2015;313
(12):1223–31.
7. Naggie S, Cooper C, Saag M, Workowski K, Ruane P, Towner WJ, et al. Ledi-
pasvir and sofosbuvir for HCV in patients coinfected with HIV-1. N Engl J Med.
2015;373(8):705–13.
8. Bhattacharya D, Belperio PS, Shahoumian TA, Loomis TP, Goetz MB, Mole
LA, et al. Effectiveness of All-Oral Antiviral Regimens in 996 Human Immunode-
ficiency Virus/Hepatitis C Virus Genotype 1-Coinfected Patients Treated in Rou-
tine Practice. Clin Infect Dis. 2017;64(12):1711–20.
9. Platt L, Reed J, Minozzi S, Vickerman P, Hagan H, French C, et al. Effective-
ness of needle/syringe programmes and opiate substitution therapy in prevent-
ing HCV transmission among people who inject drugs. Cochrane Database Syst
Rev. 2016;2016(1):CD012021.
10. Platt L, Easterbrook P, Gower E, McDonald B, Sabin K, McGowan C, et al.
Prevalence and burden of HCV co-infection in people living with HIV: a global
systematic review and meta-analysis. Lancet Infect Dis. 2016;16(7):797–808.
11. Razavi H, Robbins S, Zeuzem S, Negro F, Buti M, Duberg AS, et al. Hepati-
tis C virus prevalence and level of intervention required to achieve the WHO
targets for elimination in the European Union by 2030: a modelling study. Lan-
cet Gastroenterol Hepatol. 2017;2(5):325–36.
12. Alfaleh FZ, Nugrahini N, Maticic M, Tolmane I, Alzaabi M, Hajarizadeh B,
et al. Strategies to manage hepatitis C virus infection disease burden – volume
3. J Viral Hepatitis. 2015;22:42–65.
13. Martin N, Hickman M, Hutchinson SJ, Goldberg DJ, Vickerman P. Combina-
tion interventions to prevent HCV transmission among people who inject drugs:
modelling the impact of antiviral treatment, needle and syringe programmes,
and opiate substitution therapy. Clin Infec Dis. 2013;57 Suppl 2:S39–45.
14. Vickerman P, Martin N, Turner K, Hickman M. Can needle and syringe pro-
grammes and opiate substitution therapy achieve substantial reductions in HCV
prevalence? Model projections for different epidemic settings. Addiction.
2012;107:1984–95.
15. Scott N, McBryde ES, Thompson A, Doyle JS, Hellard ME. Treatment scale-
up to achieve global HCV incidence and mortality elimination targets: a cost-
effectiveness model. Gut. 2017;66:1507–15.
16. Gountas I, Sypsa V, Anagnostou O, Martin N, Vickerman P, Kafetzopoulos E,
et al. Treatment and primary prevention in people who inject drugs for chronic
hepatitis C infection: is elimination possible in a high prevalence setting? Addic-
tion. 2017;112:1290–9.
17. Cousien A, Tran VC, Deuffic-Burban S, Jauffret-Roustide M, Dhersin JS,
Yazdanpanah Y. Hepatitis C treatment as prevention of viral transmission and
liver-related morbidity in persons who inject drugs. Hepatology. 2016;63:1090–
101.
18. Martin NK, Vickerman P, Grebely J, Hellard M, Hutchinson SJ, Lima VD,
et al. HCV treatment for prevention among people who inject drugs: modeling
treatment scale-up in the age of direct-acting antivirals. Hepatology. 2013;58
(5):1598–609.
19. Lima VD, Rozada I, Grebely J, Hull M, Lourenco L, Nosyk B, et al. Are inter-
feron-free direct-acting antivirals for the treatment of HCV enough to control
the epidemic among people who inject drugs? PLoS One. 2015;10(12):e0143836.
20. Durier N, Nguyen C, White LJ. Treatment of hepatitis C as prevention: a
modeling case study in Vietnam. PLoS One. 2012;7(4):e34548.
21. Fraser H, Zibbell J, Hoerger T, Hariri S, Vellozzi C, Martin NK, et al. Scal-
ing-up HCV prevention and treatment interventions in rural United States-
model projections for tackling an increasing epidemic. Addiction. 2018;113
(1):173–82.
22. Scott N, Doyle JS, Wilson DP, Wade A, Howell J, Pedrana A, et al. Reaching
hepatitis C virus elimination targets requires health system interventions to
enhance the care cascade. Int J Drug Policy. 2017;47:107–16.
Martin NK et al. Journal of the International AIDS Society 2018, 21(S2):e25062
http://onlinelibrary.wiley.com/doi/10.1002/jia2.25062/full | https://doi.org/10.1002/jia2.25062
57
23. Vickerman P, Martin NK, Hickman M. Understanding the trends in HIV and
hepatitis C prevalence amongst injecting drug users in different settings—Impli-
cations for intervention impact. Drug Alcohol Depend. 2012;123(1–3):122–31.
24. Birger RB, Le T, Kouyos RD, Grenfell BT, Hallett TB. The impact of HCV
therapy in a high HIV-HCV prevalence population: a modeling study on people
who inject drugs in Ho Chi Minh City, Vietnam. PLoS One. 2017;12(5):
e0177195.
25. Martin N. Is viral hepatitis elimination possible and what will it take to
achieve it? 4th International HIV/Viral Hepatitis Coinfection Meeting 2017.
Paris, France. 23 July 2017, 2017.
26. Hagan H, Jordan AE, Neurer J, Cleland CM. Incidence of sexually transmit-
ted hepatitis C virus infection in HIV-positive men who have sex with men.
AIDS. 2015;29(17):2335–45.
27. Jordan AE, Perlman DC, Neurer J, Smith DJ, Des Jarlais DC, Hagan H.
Prevalence of hepatitis C virus infection among HIV+ men who have sex with
men: a systematic review and meta-analysis. Int J STD AIDS. 2017;28(2):145–59.
28. Martin NK, Thornton A, Hickman M, Sabin C, Nelson M, Cooke GS, et al.
Can hepatitis C virus (HCV) direct-acting antiviral treatment as prevention
reverse the HCV epidemic among men who have sex with men in the United
Kingdom? Epidemiological and Modeling Insights. Clin Infect Dis. 2016;62
(9):1072–80.
29. Salazar-Vizcaya L, Kouyos RD, Zahnd C, Wandeler G, Battegay M, Darling
KE, et al. Hepatitis C virus transmission among human immunodeficiency virus-
infected men who have sex with men: modeling the effect of behavioral and
treatment interventions. Hepatology. 2016;64(6):1856–69.
30. Hullegie S, Nichols B, Rijnders B, de Knegt R, Rockstroh R, Boucher C,
et al. Is HCV elimination possible? A modeling study of HIV-positive MSM. Con-
ference on Retroviruses and Opportunistic Infections (CROI) 2016, Boston, MA
Feb 22-25 2016. Abstract #536.
31. Martin N, Jansen K, Boesecke C, Boyd A, Schewe K, Baumgarten A, et al.
Can HCV be eliminated among HIV-infected MSM in Berlin? Modeling a setting
with increasing incidence and high treatment rates. American Association for
the Study of Liver Diseases (AASLD), The Liver Conference 2017 Washington,
DC. 19-21 Oct 2017. 2017.
32. Yaphe S, Bozinoff N, Kyle R, Shivkumar S, Pai NP, Klein M. Incidence of acute
hepatitis C virus infection among men who have sex with men with and without
HIV infection: a systematic review. Sex Transm Infect. 2012;88(7):558–64.
33. Ingiliz P, Martin TC, Rodger A, Stellbrink HJ, Mauss S, Boesecke C, et al.
HCV reinfection incidence and spontaneous clearance rates in HIV-positive men
who have sex with men in Western Europe. J Hepatol. 2017;66(2):282–7.
34. Martin T, Martin NK, Hickman M, Vickerman P, Page EE, Everett R, et al.
HCV reinfection incidence and treatment outcome among HIV-positive MSM in
London. AIDS. 2013;27(16):2551–7.
35. Chaillon A, Anderson C, Martin T, Chachay E, Wyles D, Smith D, et al. Inci-
dence of hepatitis C among HIV-infected men who have sex with men, 2000–
2015. Conference on Retroviruses and Opportunistic Infections (CROI) 2017.
Seattle, Washington. Feb 13-16, 2017. Oral Abstract 134.
36. Rice BD, Delpech VC, Chadborn TR, Elford J. Loss to follow-up among
adults attending human immunodeficiency virus services in England, Wales, and
Northern Ireland. Sex Transm Dis. 2011;38(8):685–90.
37. Public Health England. HIV in the UK 2016 Report. 2016 [Accessed 12
January 18]. Available from: https://http://www.gov.uk/government/uploads/sys
tem/uploads/attachment_data/file/602942/HIV_in_the_UK_report.pdf
38. Risher K, Mayer K, Beyrer C. The HIV treatment cascade in men who have
sex with men, people who inject drugs and sex workers. Curr Opin HIV AIDS.
2015;10(6):420–9.
39. Jansen K, Thamm M, Bock CT, Scheufele R, K€ucherer C, Muenstermann D,
et al. High prevalence and high incidence of coinfection with hepatitis B, hepati-
tis C, and syphilis and low rate of effective vaccination against hepatitis B in
HIV-positive men who have sex with men with known date of HIV seroconver-
sion in Germany. PLoS One. 2015;10(11):e0142515.
40. Linas BP, Barter DM, Leff JA, DiLorenzo M, Schackman BR, Horsburgh CR,
et al. The cost-effectiveness of improved hepatitis C virus therapies in HIV/hep-
atitis C virus coinfected patients. AIDS. 2014;28(3):365–76.
41. Campos N, Salomon JA, Servoss JC, Nunes DP, Samet JH, Freedberg KA,
et al. Cost-effectiveness of treatment for hepatitis C in an Urban Cohort Co-
infected with HIV. Am J Med. 2007;120(3):272–9.
42. Linas BP, Wong AY, Schackman BR, Kim AY, Freedberg KA. Cost-effective
screening for acute hepatitis C virus infection in HIV-infected men who have
sex with men. Clin Infect Dis. 2012;55(2):279–90.
43. Hartwell D, Jones J, Baxter L, Shepherd J. Peginterferon alfa and ribavirin
for chronic hepatitis C in patients eligible for shortened treatment, re-treatment
or in HCV/HIV co-infection: a systematic review and economic evaluation.
Health Technol Assess. 2011;15(17):1–210.
44. Hornberger J, Torriani FJ, Dieterich DT, Br€au N, Sulkowski MS, Torres MR,
et al. Cost-effectiveness of peginterferon alfa-2a (40 kDa) plus ribavirin in
patients with HIV and hepatitis C virus co-infection. J Clin Virol. 2006;36
(4):283–91.
45. Martin NK, Vickerman P, Miners A, Foster GR, Hutchinson SJ, Goldberg DJ,
et al. The cost-effectiveness of HCV antiviral treatment for injecting drug user
populations. Hepatology. 2012;55(1):49–57.
46. Sheerin IG, Green FT, Sellman JD. What is the cost-effectiveness of hepati-
tis C treatment for injecting drug users on methadone maintenance in New
Zealand? Drug Alcohol Rev. 2004;23(3):261–72.
47. Thompson Coon J, Castelnuovo E, Pitt M, Cramp M, Siebert U, Stein K.
Case finding for hepatitis C in primary care: a cost utility analysis. Fam Pract.
2006;23(4):393–406.
48. Stein K, Dalziel K, Walker A, Jenkins B, Round A, Royle P, et al. Screening
for Hepatitis C in injecting drug users: a cost utility analysis. J Public Health.
2004;26(1):61–71.
49. Wong JB, Sylvestre DL, Siebert U. Cost-effectiveness of treatment of hep-
atitis C in injecting drug users. In: Jager J, et al., editors. Hepatitis C and inject-
ing drug use: impact, costs and policy options. Belgium: European monitoring
centre for drugs and drug addiction; 2004. p. 219–41.
50. Leal P, Stein K, Rosenberg W. What is the cost utility of screening for hep-
atitis C virus (HCV) in intravenous drug users? J Med Screen. 1999;6(3):124–
31.
51. Vickerman P, Miners A, Williams J. Assessing the cost-effectiveness of inter-
ventions linked to needle and syringe programmes for injecting drug users.
NICE, Editor 2008: London.
52. Martin NK, Vickerman P, Miners A, Hickman M. How cost-effective is hep-
atitis C virus treatment for people who inject drugs? J Gastroenterol Hepatol.
2013;28(4):590–2.
53. Scott N, Iser DM, Thompson AJ, Doyle JS, Hellard ME. Cost-effectiveness
of treating chronic hepatitis C virus with direct-acting antivirals in people who
inject drugs in Australia. J Gastroenterol Hepatol. 2016;31(4):872–82.
54. Aggarwal R, Chen Q, Goel A, Seguy N, Pendse R, Ayer T, et al. Cost-effec-
tiveness of hepatitis C treatment using generic direct-acting antivirals available
in India. PLoS One. 2017;12(5):e0176503.
55. Elsisi GH, Aburawash A, Waked E. Cost-effectiveness analysis of new HCV
treatments in Egyptian cirrhotic and non-cirrhotic patients: a societal perspec-
tive. Value Health Reg Issues. 2017;13:7–15.
56. Obach D, Deuffic-Burban S, Esmat G, Anwar WA, Dewedar S, Canva V,
et al. Effectiveness and cost-effectiveness of immediate versus delayed treat-
ment of hepatitis C virus–infected patients in a country with limited resources:
the case of Egypt. Clin Infect Dis. 2014;58(8):1064–71.
57. Iyengar S, Tay-Teo K, Vogler S, Beyer P, Wiktor S, de Joncheere K, et al.
Prices, costs, and affordability of new medicines for hepatitis C in 30 countries:
an economic analysis. PLoS Med. 2016;13(5):e1002032.
58. Barua S, Greenwald R, Grebely J, Dore GJ, Swan T, Taylor LE. Restrictions
for medicaid reimbursement of sofosbuvir for the treatment of hepatitis c virus
infection in the United States. Ann Intern Med. 2015;163(3):215–23.
59. Marshall AD, Cunningham EB, Nielsen S, Aghemo A, Alho H, Backmund M,
et al. Restrictions for reimbursement of interferon-free direct-acting antiviral
drugs for HCV infection in Europe. Lancet Gastroenterol Hepatol. 2017; epub
ahead of print.
60. Martin NK, Vickerman P, Dore GJ, Grebely J, Miners A, Cairns J, et al. Pri-
oritization of HCV treatment in the direct-acting antiviral era: An economic eval-
uation. J Hepatol. 2016;65(1):17–25.
61. van Santen DK, de Vos AS, Matser A, Willemse SB, Lindenburg K, Kret-
zschmar ME, et al. Cost-Effectiveness of hepatitis C treatment for people who
inject drugs and the impact of the type of epidemic; extrapolating from Amster-
dam, the Netherlands. PLoS One. 2016;11(10):e0163488.
62. WHO. Global hepatitis report 2017. 2017.
63. Hill A, Nath S, Simmons B. The road to elimination of hepatitis C: analysis
of cures versus new infections in 91 countries. J Virus Erad. 2017;3(3):
117–23.
64. Hill A, Khoo S, Fortunak J, Simmons B, Ford N. Minimum costs for produc-
ing hepatitis c direct-acting antivirals for use in large-scale treatment access
programs in developing countries. Clin Infect Dis. 2014;58(7):928–36.
65. Graham CS, Swan T. A path to eradication of hepatitis C in low- and mid-
dle-income countries. Antiviral Res. 2015;119:89–96.
66. LTD MH. MetroEDOS. [Accessed 12 January 2018]. Available from: http://
edos.metropolisindia.com
67. Puri P, Anand AC, Saraswat VA, Acharya SK, Sarin SK, Dhiman RK, et al.
Consensus statement of HCV task force of the Indian National Association for
Study of the Liver (INASL). Part II: INASL Recommendations for Management of
HCV in India. J Clin Exp Hepatol. 2014;4(2):117–40.
Martin NK et al. Journal of the International AIDS Society 2018, 21(S2):e25062
http://onlinelibrary.wiley.com/doi/10.1002/jia2.25062/full | https://doi.org/10.1002/jia2.25062
58
68. Solomon S. Cost-saving of integrating HCV testing into HIV testing pro-
grams for PWID using respondent-driven recruitment. International Network on
Hepatitis in Substance Users (INHSU) 2017. Jersey City, NJ. Oral Poster Pre-
sentation, 2017.
69. Ford N, Singh K, Cooke GS, Mills EJ, von Schoen-Angerer T, Kamarulzaman
A, et al. Expanding access to treatment for hepatitis c in resource-limited set-
tings: lessons from HIV/AIDS. Clin Infect Dis. 2012;54(10):1465–72.
70. van Sighem AI, Boender TS, Wit FWNM, Smit C, Matser A, Reiss P. Moni-
toring report 2016. Human Immunodeficiency Virus (HIV) Infection in the
Netherlands. Stichting HIV Monitoring. 2016 [Accessed 12 January 2018].
Available from: http://www.hiv-monitoring.nl
71. Dutch Association of HIV-treating Physicians. National Dutch HIV Guide-
line, chapter 4.1. [Accessed 12 January 2018]. Available from: http://richtlijnhiv.
nvhb.nl/index.php/Inhoud
72. Hullegie SJ, Claassen MA, van den Berk GE, van der Meer JT, Posthouwer
D, et al. Boceprevir, peginterferon and ribavirin for acute hepatitis C in HIV
infected patients. J Hepatol. 2016;64(4):807–12.
73. DAHHS2 study. [Accessed 12 January 2018]. Available from: http://www.c
linicaltrials.gov/ct2/show/NCT01912495
74. Boerekamps A, Newsom A, Smit C, Reiss P, Richter C, van der Valk J, et al.
Unrestricted DAA access in the Netherlands: rapid therapy uptake in
HIV+HCV+ patients. Conference on Retroviruses and Opportunistic Infections
(CROI) 2015. Seattle, Washington. Feb 13-16 2017. Abstract 136.
75. Ingiliz P, Christensen S, Berger F, Kimhofer T, Schewe K, Boesecke C, et al.
HCV reinfection after successful DAA treatment: a GECCO analysis. Confer-
ence on Retroviruses and Opportunistic Infections (CROI) 2017. Seattle, Wash-
ington. Feb 13-16 2017. Abstract 567.
76. Lambers F, Prins M, Thomas X, Molenkamp R, Kwa D, Brinkman K, et al.
Alarming incidence of hepatitis C virus re-infection after treatment of sexually
acquired acute hepatitis C virus infection in HIV-infected MSM. AIDS. 2011;25
(17):F21–7.
77. Boerekamps A, van den Berk G, Lauw F, Leyten E, Arends J, Kasteren M,
et al. Substantial decline in acute HCV infections among Dutch HIV+MSM after
DAA roll out. Conference on Retroviruses and Opportunistic Infections (CROI)
2015. Seattle, Washington. Feb 13-16 2017. Abstract 137LB, 2017.
78. Wees VM, van Aar F, van Oeffelen AAM, van den Broek IVF, de Op Coul
ELM, Hofstraat SHI, et al. Sexually transmitted infections including HIV, in the
Netherlands in 2016. 2016.
79. van Oeffelen AAM, van Aar F, van den Broek IVF, de Op Coul ELM, Woesten-
berg PJ, Heijne JCM, et al. Sexually transmitted infections including HIV, in the
Netherlands in 2014. Rijksinstituut voor Volksgezondheid en Milieu RIVM. 2015.
80. Visser M, van Aar F, van Oeffelen AAM, van den Broek IVF, Op de Coul ELM,
Hofstraat SHI, et al. Sexually transmitted infections including HIV, in the Nether-
lands in 2016. Rijksinstituut voor Volksgezondheid en Milieu RIVM. 2017.
81. Boerekamps A, Van den Berk GE, Fanny LN, Leyten EM, Van Kasteren ME,
van Eeden A, et al. Declining HCV incidence in Dutch HIV positive men who
have sex with men after unrestricted access to HCV therapy. Clin Infect Dis.
2017; epub ahead of print.
82. Solomon SS, Mehta SH, Srikrishnan AK, Solomon S, McFall AM, Laeyen-
decker O, et al. High burden of HCV disease and poor access to HCV services
among people who inject drugs in India: A cross-sectional study among 14,481
drug users across India. Lancet Infect Dis. 2015;15(1):36–45.
83. Frontieres MS. Diagnosis and treatment of hepatitis C: a technical land-
scape. 2013 [Accessed 12 January 2018]. Available from: http://www.msfaccess.
org/sites/default/files/MSF_assets/HepC/Docs/HepC_brief_TechnicalLandsca
pe_ENG_2013.pdf
84. WHO. Global report on access to hepatitis C treatment: Focus on overcom-
ing barriers. 2016 [Accessed 12 January 2018]. Available from: http://apps.who.
int/iris/bitstream/10665/250625/1/WHO-HIV-2016.20-eng.pdf.
85. Woode ME, Abu-Zaineh M, Perri€ens J, Renaud F, Wiktor S, Moatti J. P
Potential market size and impact of hepatitis C treatment in low- and middle-
income countries. J Viral Hepatitis. 2016;23(7):522–34.
86. Harris RJ, Martin NK, Rand E, Mandal S, Mutimer D, Vickerman P,
et al. New treatments for hepatitis C virus (HCV): scope for preventing
liver disease and HCV transmission in England. J Viral Hepatitis. 2016;23
(8):631–43.
87. Fraser H. Investigating the impact of scaling-up screening, treatment, and
prevention interventions targeting priority groups for hepatitis C virus elimina-
tion in Pakistan. International Network on Hepatitis in Substance Users (INHSU)
2017. Jersey City, NJ. Poster Presentation 45. 2017.
88. Aspinall A, Corson S, Doyle JS, Grebely J, Hutchinson SJ, Dore GJ, et al.
Treatment of hepatitis C virus among people who are actively injecting
drugs: a sysematic review and meta-analysis. Clin Infect Dis. 2013; 57 Suppl
2:S80–9.
89. Dore GJ. Hepatitis C Virus (HCV) Reinfection and Injecting Risk Behavior
Following Elbasvir (EBR)/Grazoprevir (GZR) Treatment in Participants on Opiate
Agonist Therapy (OAT): Co-STAR Part B. AASLD 2017, 2017.
90. Popping S, van Kampen J, Verbon A, Boucher C, van de Vijver D. Intensive
hepatitis C monitoring in previously HCV infected HIV-positive MSM is a cost
saving method to reduce the HCV epidemic. NCHIV 2016, abstract number O10.
2016 [Accessed 12 January 2018]. Available from: http://nchiv.org/abstracts/
91. Mathers BM, Degenhardt L, Ali H, Wiessing L, Hickman M, Mattick RP,
et al. HIV prevention, treatment, and care services for people who inject drugs:
a systematic review of global, regional, and national coverage. Lancet. 2010;375
(9719):1014–28.
92. Johnson W, Diaz RM, Flanders WD, Goodman M, Hill AN, Holtgrave D,
et al. Behavioral interventions to reduce risk for sexual transmission of HIV
among men who have sex with men. Cochrane Database Syst Rev. 2008;
https://www.ncbi.nlm.nih.gov/pubmed/18646068.
93. Pakianathan MR, Lee MJ, Kelly B, Hegazi A. How to assess gay, bisexual
and other men who have sex with men for chemsex. Sex Transm Infect.
2016;92(8):568–70.
94. Stuart D, Weymann J. ChemSex and care-planning: one year in practice.
HIV Nursing. 2015;15:24–8.
95. Stuart D. Sexualised drug use by MSM (ChemSex): a toolkit for GUM/HIV
staff. HIV Nursing. 2014;14(2):15.
96. Hoornenborg E, Achterbergh RCA, Schim van der Loeff MF, Davidovich U,
Hogewoning A, de Vries HJC. MSM starting preexposure prophylaxis are at risk
of hepatitis C virus infection. AIDS. 2017;31(11):1603–10.
97. Network TE. EMIS 2010: The European Men-Who-Have-Sex-With-Men
Internet Survey, Findings from 38 countries. 2013, European Centre for Dis-
ease Prevention and Control: Stockholm.
98. van de Laar T, Pybus O, Bruisten S, Brown D, Nelson M, Bhagani S, et al.
Evidence of a Large, International Network of HCV Transmission in HIV-Positive
Men Who Have Sex With Men. Gastroenterology. 2009;136(5):1609–17.
99. Powers K, Ghani AC, Miller WC, Hoffman IF, Pettifor AE, Kamanga G, et al.
The role of acute and early HIV infection in the spread of HIV and implications
for tranmission prevention strategies in Lilongwe, Malawi: a modelling study.
Lancet. 2011;378:256–68.
100. Newsum AM, Ho CKY, Lieveld FI, van de Laar TJW, Koekkoek SM, Rebers
SP, et al. The hepatitis C virus nonstructural protein 3 Q80K polymorphism is
frequently detected and transmitted among HIV-infected MSM in the Nether-
lands. AIDS. 2017;31(1):105–12.
101. Franco S, Tural C, Nevot M, Molto J, Rockstroh J€urgen K, Clotet B, et al.
Detection of a sexually transmitted hepatitis C virus protease inhibitor-resis-
tance variant in a human immunodeficiency virus-infected homosexual man. Gas-
troenterology. 2014;147(3):599–601.e1.
102. Degenhardt L, Charlson F, Stanaway J, Larney S, Alexander LT, Hickman
M, et al. Estimating the burden of disease attributable to injecting drug use as a
risk factor for HIV, hepatitis C, and hepatitis B: findings from the Global Burden
of Disease Study 2013. Lancet Infect Dis. 2016;16(12):1385–98.
103. Walker J. Projected impact and pathways to success of the hepatitis C
virus elimination program in Georgia, 2015–2020. EASL Conference 2017, April
19-23 2017, Amsterdam, The Netherlands, Oral abstract. 2017.
Martin NK et al. Journal of the International AIDS Society 2018, 21(S2):e25062
http://onlinelibrary.wiley.com/doi/10.1002/jia2.25062/full | https://doi.org/10.1002/jia2.25062
59
